prognosis and appropriate treatment-cannot always be judged on clinical grounds alone. The size and position of congenital defects, the haemodynamic results of valve lesions, the site of coronary arterial stenoses, and the effect of these disorders on cardiac function are all important for proper management. Of course, an intelligent guess can often be made at the bedside, but nowadays a more accurate assessment can be made with modern techniques of cardiac imaging.
The benefits of any investigation have to be balanced against the risks. The plain chest radiograph remains popular because it is familiar, painless, and practically harmless. It enables us to gauge the overall heart size, presence of valve calcification, left atrial enlargement, and pulmonary congestion. Its chief value is to detect change, especially in heart size. Similar comments apply to cardiac screening, but this does not leave a permanent record and is largely outmoded. The other traditional method of visualizing the heart is contrast angiography, which is always combined with the measurement of intracardiac pressures. Cardiac catheterization is uncomfortable, sometimes distressing, and occasionally hazardous. Its role is changing,' but it is still essential when the severity of a lesion is in doubt despite the results of other imaging techniques and when coronary arteriography is required. This latter indication is the more common, so much so that an alternative method of visualising the coronary arteries would put most diagnostic catheter laboratories out of business.
Within the past decade the quality of echocardiographic images has improved from Polaroid photographs of limited value to excellent strip-chart recordings depicting the movement and thickness of the heart valves, the interventricular septum, and the left ventricular posterior wall and the minor diameter of the ventricular cavities. Nuclear techniques also have an established place in assessing pulmonary perfusion-for example, in suspected pulmonary embolism or congenital heart disease-and in detecting myocardial injury with infarct-avid agents such as technetium-99 pyrophosphate.9 As a research procedure, positron-emission tomography is providing a measure of regional myocardial blood flow and metabolism; but the specialised equipment necessary for these studies, including a cyclotron, will limit its application. Nevertheless, it should be possible to correlate myocardial perfusion with coronary arterial stenoses in patients and thus to improve our understanding ofthis common problem. Nuclear magnetic resonance is yet another (totally different) imaging technique that is now being applied in neurology, producing images that can be superior to those of computed tomography.10 Its role in cardiology is impossible to predict at this stage.
During the past few months the BMJ has published several reviews of the newer imaging techniques.1113 In the diagnosis of heart disease echocardiography and nuclear angiography are useful now. Both may confirm a clinical diagnosis and provide an estimate of left ventricular function, which is important because the state of the left ventricle is the best predictor of survival in adult heart disease: poor function equals poor prognosis.14 15 The wider availability of these and other imaging techniques will be determined by their cost and diagnostic value. At present, given that echocardiography is relatively cheap and that nuclear medicine departments are widespread, a reasonable arrangement for the consumerphysician would be as follows. Every The obstruction is probably due to passive collapse of the pharyngeal walls. The muscular activity holding open the pharynx is reduced during sleep3 and may be unable to overcome the subatmospheric pressures generated in the airway during inspiration.4 Much less commonly laryngeal dysfunction is responsible, as proposed in the Shy-Drager syndrome.6 Whatever the cause the consequences are hypoxaemia, sometimes incredibly severe, and hypercapnia;
